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The Health Regulation Licensing Administration
(HRLA) received a complaint via a-mail on
Janyary 15, 2007 at approximately 6:16 PM from
the Department of Disability Services (DDS). The
complaint indicated that that Client#1 ' s health
and safaty werea at risk due 1o following:

@) Improper physiclan documentation;

b) Lack of transcription of Physical Therapy
orders;

¢) Probable inadequate medical orders o treat
ulcers;

Due ta the nature of this complaint, an
investigation was initiated on January 16, 2008.
The findings of the invesligation were based on
client abservations, and staff Interviews, and
review of client and administrative recards;
Including incident reports.

As a result of the findings, a determination was

made thzt the facility failed to comply with federal
requiremants in the Conditions of Govering Body |
and Management, and Health Care Services,
W 104 | 483.410(3)(1) GOVERNING BODY w 104 \aJ 1O

The governing body must exercise genaral policy,
budget, and operating direction over the facility.

This STANDARD is not met as evidenced by: B Thi feundo v will be
Based on observations, staff interviews, and ei-( sag aviden ced o ¢
record reviews the governing body failed to have | . wm '
a policy to ensure that physician's telephane \oodbj witt QMQAA

g b + - _b

orders were signed within 24 hours as required by Governin

local regulation [Title 7, Subtitle D, Chapter 13]; to ougrenk  polc )

ensure that nurses ware adequately trained and Pk phwjer o s ‘elepnond

30RATORY DIRECTOR'S OR PROVIDER/SUPPLIBR REPRESENTATIVES SIGNATURE TTLE (X8) DATE

&/ 2

yment ending with an asterisk (*) danates a deficiency which the institution may be excused fram coracting providing it is determined that

. &r safeguards provide sufficlent protection to the patients. (Sae Instructions.) Excapt for nursing hames, the findings stated above are disclosable 90 dzys
awing the date of survey whether or not a plan of correction is provided. Fer nursing homes, the above findings and plans of correction are disclosable 14

s fallowing the date these documents ara made available o the facflity. If deficlencios are cited, an approved plan of correctlon is requisite to continued
gram paricipaticn.
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Primary Care Physlician (PCP) within twenty- four
(24) hours as documented balow:

a. January 7, 2008:

-Primidone 250 mg one tablet via gastric tube
every eight hours;

- Keppra 750 mg one tablet via gastric tube
avery twelve hours;

-Iron Sulfate 325 mg tablet twice a day via
gastric tube:

- Catapr2s 0.3 mg one tablet via gastric tube
twice a day (hold for systolic
prassure of less 110);

-Colace liquid 26mg (100ml.) via gastric tube
twice a day;

-Mupiracin ointment 2% twice a day apply to
lesions;

-Lasix solution 4 ml. (40mg) via gastric tube
daily; '

-Muliti-vitamin tablet one via gastric tube;

-Tylenal solution 20.3 ml (650 mg) via gastric

tube every six haurs PRN

PCP upon receipt of the orders for

review and signature. The PCP will fax -
the signed telephone orders back to the :
facility for filing in the clients’ records.
This process will ersure that telephone !
orders are signed by the PCP within 24
hours of order. In addition the RN
‘Supervisor  will  conduct
oversight and record reviews §

regular |

1ol | WASHINGTON, DC 20019
(Xa) Ib SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION &5)
- PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG REGJLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENEEI?: éﬁg&)ﬁ ARPROPRIATE DATE
. D '
' W 104 | Continued From page 1 w104| W m, % cor ‘hz" "U“"A(, 2’ :{ y
practiced standard level of care. T Z-U( o e wikhn
The findings include; , ‘ :
1. Reviaw of the physician's orders sheet (POS) 1. a,b&c ‘ ' R [
on January 16, 2008 at approximately 8:10 AM Al telephotie grders dated 1/7/08 '|2/15/08
revealed that Client #1 had several telephone were signed by the PCP. Future |& -
orders that had not baen signed by the facility's telephone orders will be faxed to the ! [[Ongoing

RM CMIS-2567(02.08) Previous Versions Cbsolete
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W 104

W 104 | Continued From page 2
(when ever necessary); and

- Flests enema one rectally PRN i na bowel
movement in two days.

b, Januan} 9, 2008:

- Discontinue Muifi-vitamin tablet one via gastric
tube and start Stress
formula with Zinc one tablet via gastric tube ;

¢ January 14, 2008:
- Accuzyme cintment to hecrotic wound on right
forearm and wrist to

debride eschar; and

-Curasol gel to all healthy tissue to promote
healing,

The Licensed Practical Nurse (LFN) on January
16, 20083 at approximaltely 10:00 AM
acknowledged that the PCP had not signed
verbal telephone orders with-in twenty- four (24)
hours on January 7, 2008, January 9, 2008 and
January 14, 2008.

2. The tacility failed to have a policy to snsure
that nurses were adequately trained and practiced
standarc! level of care as evidenced below:

a [Cross Refer to 339.2] The facility failed to
ensure adequate training for nursing staff to only
transcribed dietaty orders that were prescribed by
the PCP for Client#1 on the MAR.

b [Crost Refer to 339.3] The facility failed to
ensure adequate training for nursing staff to
document on the MAR according to the Principles

2. a. Reference response to W 339.2 I ,

- -
b. No deficiency cited W 3303 on -

the deficiency report, i

IRM CMS-2587(02-80) Previous Varsions Ohaplate . Evanl ID: SY.1Y11
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W 104 | Continued From page 3 W 104]
of Nursing Documentation for Client #1. _—
¢ [Cross Refer to W368] The facilily failed to ¢. Reference response to W 368
ensure adequate training for nursing staff to
ensure that medications were given in compliance
with the PCP's orders for Client #1.
W 1141 483.410(c)(4) CLIENT RECORDS w114 WY
Any individual who makes an entry in a client's . .
record must make it legibly, date it, and sign it. “Tio Sandad will ba met as
oodenced By
This STANDARD s not met as evidenced by: . '
Based on staff interview and record review, the &N Wil provide "DT-‘MQIQ‘
facility fziled to ensure that enfries onto a client ' s Collow - wp Yo W Mcuplma.uj
Medication Administration Recards were signed e o - do f §ou luv Ao emnsunl
f jlent investigated, (Cli ok K .
or ong of one client investigated. (Client #2) ety ok cAre at's ‘ ng ‘
The finding includes: QN oonhnnues ¥o pro vde

- POV Iy )
Review of the MAR dated January, 2008 on WAL ond we
January 15, 2008 at approximately 9:25 AM s QA -
revealed that documentation was crossed out
without being initialed on the MAR as evidenced

by:

a. An entry on August 10, 2007 for the a,b,c,d&e . | 2/28/08
administration of 150 ml. of water every six hours _ A traming for the nursing steff is | & :
via gastric tube was crossed out and dated scheduled for 2/28/08 to address:| Ongoing;
January 7, 2008, indicating that the order had acceptable practice when deleting or: ‘
been discontinued. There was no indication as to discontinuing medications on the:

]t\zi;taff person who made the deletion on the records. This will include appropriate. |

’ initial/signature to identify the writer &

b. An entry on August 10, 2007 for the . reason for deletion. In addition the RN. |-

administration of Keppra 750 mg twice daily via ‘Supervisor  will ~ conduct  regular!
gasiric tube was crossed out and dated January : oversight & record reviews.

7, 2008, indicating that the order had been
discontinlied.- There was no indication as to the

R CMS-2967(02-89) Pravious Verslons Obsolats Event ID:SYJr11 Facility ID: 08G119 If continuation sheet Fage 4 of 14
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W 114 | Gantinued From page 4 : W 114
staff person who made the deletion on the MAR.

d. An entry on August 10, 2007 for the

| administration of Primidone 250 mg three times 3
day via gastric tube was crossed out and dated
January 7, 2008, indicating that the order had
been discontinued. There was no indication as to
the staff person who made the deletion on the
MAR,

e. An enbry on August 10, 2007 for the -
administration of Iron Sulfate 325 mg tablet twice
a daily for nutritional supplement via gastric tube
was crossed out end dated January 7, 2008,
indicating that the order had been discontinuad.
There was no indication as to the staff parson
who made the deletion on the MAR.

In an interview with the LPN on January 16, 2008
at approximately 9:26 AM it was acknowledged
that the nursing staff crossed out documentation
without initialing the entries according to the
Principles of Nursing Dacumentation. There was
no documented evidence that the nursing staff
documented on the MAR according to the
Frinciples of Nursing Documentation.

[This is a repeat deficiency. Please refer to W ' 6q
federal deficiency report, dated 10/05/07] . .
W 159 | 483.430(a) QUALIFIED MENTAL ‘W 159) This Gondosd Witk b2 wek o)
RETARDATION PROFESSIONAL o2 WY

Each client's active treatment program must be
integrated, coordinated and monitorad by a
qualified mental retardation professional.

YRM CME-2587(02-89) Previous Versions Obaolate Evant ID: 8YJY11 Frellity i0; 03G119 ' If continuation sheet Page 5of 14
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W 158 | Continuad From page § W159| gz a.,, .
This STANDARD s not met as evidenced by:
Based on interview, and record review, the
Qualified Mental Retardation Professional
(QMRP; failed to ensure the coordination of
servicas for one of one clisnt in the investigation.
(Clisnt £1)
The finding includes: !2/14, /b &
1. Cross Refer to W322.1. The QMRP failed to 1 & 2. Client # 1 had a pressure ' Ongom!: ‘
coordinate services with the Ipterdisciplinary -mattress (egg crate mattress) on his bed £
Team (lDT) to ensure th'at Client # 1's He=alth since he came'to the facility in March
Management Care Plan's (HMCP) 2007, He received the alt ing |
recommendation to obtain a pressure matiress ' emating
was addressed. pressure mattress on 1/22/08. All the
, pressure sores are completely healed:
2. On January 16, 2008, at approximataly 7:40 except for the lesion on the anterior right
AM Client #1 was observed lying in bed on his left wrist which is healing. The area has 2
side. The bed did not have a pressure mattress. scab formations of 0.5¢m each,
The facility's Licensed Practical Nurse (LPN) was ‘ (See attachment # 1)
interviewed on January 16, 2008 at approximately '
8:10 AM and acknowledged that Client #1 did not
have a pressure matiress on his bed.
Review of Client #1's HMCP updated on January
7, 2008, on January 16, 2008, at approximately
8:00AM recommended a pressure mattress for
the clieni's bed to assist in preserving skin
Integrity. Review of the nursing progress notes
dated January 7, 2008, on January 16, 2008 at
approximately 8:15 AM revealed Client #1 had
multiple $tage | fo Stage Il decubitus ulcers on
his hips, pi-laterally right wrist, back, left foot, left
heel, left buttocks and left knee. There was no
evidence that the client had a pressure mattress
on his bed as recommended by the HMCP, \W322
W 322 | 483.460(3)(3) PHYSICIAN SERVICES W 322

Event I0; 8YJY11 Facility 1D: 08(311%
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W 322 Continued From page 6 W 322
The facility must provide or obtain preventive and
general medical care.
’ -4
This STANDARD is not met as evidenced by: T Slandod will be
Based ¢n observation, interview and racord mer as eodenced b‘ﬂ

review the facllity's failed to directly assess Client
#1 upon re-admission to the facility from a
hospital stay: failed to address recommendations
Mmade by the medical consultants for Cllent #1;
and failed to specify the specific pressure areas
for the application of the hydrocalloid wound
dressing; and failed to specify the specific healthy
tissue site(s) for the application of the curasol gel
treatment for one of one client in the investigation.
(Client #1)

The findings include:

Client #1 was admitted to a local hospital on
December 12, 2007 with admitting diagnoses of
seizure clisorder and urinary tract infection (UT).
The dlient was discharged on January 7, 2008

with diagnoses of seizure disarder, Unnary Tract ) ' :
Infection (UTI), anemia, Bullous disease, and QZZL}Q?

alterations in fluids, electrolytes and nutrition. The — - , Sre
physician falled reassess the client as his retum - a. Since the PCP was the attending | Ongoing
to the facility and to verify the implementation of - physician during  ‘the client’s: :
re-admission orders as evidenced by the hospitalization the PCP gave telephone

fallowing: admission orders upon the client’s return.

to the facility. The client was visited by

a) Interview with the Licensed Practical Nurse “the PCP on 1/19, 2/9 & 2/16/08 since

(LPN) on January 16, 2008 at approximately 8:50

AM revealed that the Primary Care Physician then as evidenced by the docwmentation
(PCP) was the clienf's attending physician while ' of these visits in the client’s record. The
he was hospitalized. The LPN staied that the nursing staff will ensure that the PCP:
PCP had visited the facility during the weekend - will assess the client upon readmission’
(January 12-13, 2008); however, there was no " from hospitalization. :

IM CMS-Z567(02-pB) Prerdous Versions Dbsolats Evant ID:5Y.JY11 Facility ID: 09G110 If continuation sheet Page 7 of 14
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W 322 | Continued From page 7 W 322 ; / 7 ﬁ) g
- | evidence that the PCP assessed the client, Lt
XA

b) On January 16, 2008 between §:10 AM and
9:18 AM Client #1's médical and clinical records
were reviewed. The records ravesled telephone
admissinn orders, dated January 7, 2008. The
telephone orders prescribed Resource 2.0 (ane
can daily at 7:00 AM. 11:00 AM, 4:00 PM and
8:00 PM). The records also revealed a
"Nuftritional Re-admission Evaluation” dated
January 8, 2008, The evaluation recommended
that Client #1's gastric tube feedings be increased
to Resource 2.0, five cans daily at 7:00 AM. 11:00
AM, 4:00 PM, &:00 PM and 12:00 midnight.
Transcrioed on the client's Medication
Administration Record (MAR) was Resource 2.0
(five cans daily at 7:00 AM. 11:00 AM, 4:00 PM,
8:00 PM and 12:00 midnight).

There was no documented evidence that the PCP
addressed the nutritionist's recommendation that
Client #1's gastric tube feedings be increased to
Resource 2,0, five cans daily at 7:00 AM, 11:00
AM, 4:0C PM, 8:00 PM and 12:00 midnight.

c) On January 16, 2008 between 8:11 AM and
9:21 AM Client #1's medical and clinical records
were reviewed. The records revealed telephone
admission orders, dated January 7, 2008. The
telephone orders included an order to flush
gastric tube with 30-60 ml. of water before and
after each medication pass. Review of the
Nutritionzll Readmission Evaluation dated January
8, 2008 navealed a recommendation to increase
water flushes to 200ce after each feeding. The -
clients MAR indicated that the nurse started
flushing the gastric tube with 200cc of water on
January 9, 2008 at 4:00.

b, c & d. The PCP was notified of the

" Ongoing !
Nutritionist recommendations  dated.
1/8/08 on 1/9/08. These’
recommendations were received by the
nurse on 1/9/08. The PCP approved the
recommendations and gave the
telephone orders on 1/9/08. These orders,
were written and transcribed onto the
MAR on 1/9/08. (Sec attachment # 2)

RM CMS-2557(02-98) Praviaus Verslons Obsalsle Event ID:5vJY11
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W 322 | Continued From page 8 W 322
d) On.January 16, 2008 between 8:11 AM and
9:23 AM Client #1's medica) and clinical records
were reviewed. The records revealed telephone
admission orders, dated January 7, 2008, The
telephone orders prascribed Prosource 30 ml
(claily mixed with 30 mi of water via gastric tube).
Review of the Nutritional Readmission Evaluatian
dated January 8, 2008 revealed a
recommendation for one scoop of Prosource
Protein Powder three times a day, mixed with 30
mil of water via gastric fube. The client's January
8, 2008 MAR indicated that the nurse started
administering one scoop of Prosource Pratein
Powder three times a day instead of once a day
as ordered by the physician.
e) Review of Client#1's hospital Discharge . The PCP did not order the T.ovenox. J//ﬂ/ o8
Summary dated January 7, 2008 on January 16, as a part of the readmission orders. He-
2008 at approximataly 8:12 AM revealed that claimed the client did not need it at the'
Client #1's discharge medications included facility si h bei ” ‘-; 1
Lovenox 40 mg subcutaneously every day. This - facility since hie was being repositione
medication was used as a prophylaxis while in the and goftten out of bed frequently.
hospital.
f) Review of the LPN's nursing notes, dated f. The nurses will be re-trained on 2/28/08
January 7, 2007 at 4:00 PM revealed the clarifying unclear orders or directives on | &
rallowing description of Client #1's pressure 2/28/08. Tn addition the nurses will be! | Ongoing
' trained on a new form déveloped to be.
Two Stege Il pressure areas on the right hip utilized when receiving telephone:
measuring 3 x 4 cm; orders. (See attachment # 3) ‘
Stage Il pressure areas bi-laterally on the ﬂght
wrist spreading up the arm towards the elbow V\lﬂ)\
measuring 3 X 4 cm on the inner aspect of the RN will wnhvm_ ‘h) Mo
wrist and 11 X 3 cm on the outer aspect of the amd ‘N(N\(\Z Aedhm oo
it e o U S o
Stage | pressure area on the left hip; \-“W NS VAL WV\{)\\(M

M CMS-2567(02-00) Previaus Versions Ohgolete

Event ID; 5Y.JV11
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Five Stage | pressure areas on the left side of the
back measuring 2 x 2 cm;

Stage Il pressure areas on the left side of left
foot near the (ittle toe measuring 2 x 2 cm;

Stage | and Stage I} pressure areas on the left
heel,

Stage | pressure on left knee:
Stage | pressure ulcer on left buttocks and

Stage | pressure area on the left hip.

Review of the physician's re-admission telephone

ordars dated January 7, 2008, on January 186,
2008 at approximately 815 AM revealed that
Client #1 had an order for "hydrocolioid wound
dressing over pressure areas". Further review
revealed that the drassing was to be changed
every three days and PRN (when ever
Necessary). The facility's Licensed Practical
Nurse (LPN), interviewed on January 16, 2008 at
approximately 8:30 AM, acknowledged that

primary vare physician did not specify the specific

pressure areas far the application of the
hydrocoliold wound dressing treatment in his
telephone order. Additional the nurse failed to
clarify the: order.

Review of the physician's telephone orders dated
January ‘14, 2008, on January 16, 2008 at
approximately 8:07 AM revealed that Client #1
had an order far "curasol gel to all healthy tissue

to promote healing”. In an interview with the LPN

on January 16, 2008 at approximately 8:40 AM it
was acknowledged that Client #1's physician's

0T WASHINGTON, DC 20019
D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION )
il s (EAIH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE Marfile
TAG REGIJLATORY. DR LSC IRENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROFRIATE
' DEFICIENCY)
W 322 | Continued From page 9 W322| w322, ,

With thwa standod

UM CME-2887(02-99) Frevioue Vetsions Obsalsts

Event |1D:8Ydy11

Faclllly ID! 09G118
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02/25/2008 17:59 FAX 202 891 9293

INDIVIDUAL DEVELOPMENT 014

UZ/LD/ZUUS U(:43 FAA ZUZ4azZu4adlu

HRA

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

IB014

PRINTED: 02/13/2008
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA
AND FLAN OF CORRECTION o _ IDENTIFICATION NUMBER:

08G119

(X2) MULTIFLE CONSTRUCTION ' - |(X3) DATE SURVEY - |
. COMPLETER o

A, BULDING ' : — c
B. WING 01/186/2008 .

NAME OF PROVIBER DR SUPPLIER

1D

STREET ADDRESS, CITY, STATE. ZIP CODE
4518 EDSON PLAGE, NE
WASHINGTON, DG 20019

FKHID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)

W 322

W 331

| The findings include:

Continued From page 10

telephone arders did net specify the specific
healthy tissue site (s) to apply the curasol gel
freatment There was no evidence that the
physicizin's telephone orders specified the
specific healthy tissue site (s) for the application
of the curasol gel treatment. Additional the nurse
failed tc clarify the order. _

483.460(¢) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is nat met as evidenced by:
Based on observation, staff interview and record
review t e facility failed to ensure nursing
s8rvices in accordance with the needs of ane of
one clientin the investigation. (Client #1)

1. Cross Refer to W339.1 The facility's nursing

staff failed to transcribe a medication order on the |

Medication Administration Record (MAR)
preseribiad by the PCP for Client #1.

2.Cross Refer to W368. The facility's nursing statf

failed fo ensure that medications were given in
complianice with the physician's orders for Client
#1.

3. Cross Refer to W322.1. The facility’s nursing

staff failed to clarify the physician's orders for the
application of the hydrocolloid wound dressing
treatment to Cllent 1's pressure areas. .

4. Cross Refer to W322.2. The facility's nursing
staif failed to clarify the physician's orders for the

application of the curasol gel treatment to Client

W 322

waa1| W23\
Tha Stondond Wil he wek
OO UAdenkr) \Mh

i

1. Reference response to W 339.1.

2. Reference response to W 368

3. Reference response to W 322 F

_-_-.-___-_‘_-——_
4. Reference responseto W 322 F

RM CMS-2567(02-89) Prevlous Versions Obsalate Event ID:3YJY11
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P?ng R'(EGEEATORY OR LSC IDENTIFYING INFORMATION) TAG ’ cRoss-REFEREggE%IE% g%e APPROFRIATE naTg
W 331 | Continuad From page 11 W 331
' 1's heaithy tissue site (s).
5. Cross Refer to 339.2. The facility's nursing
staff transcribed dietary orders on the MAR that
were not prescribad by the PCP for Client #1.
[This is a repeat deflclency. Please refer to
federal deficiency report, dated 10/05/07]
W 339 | 483.460(c)(4) NURSING SERVICES W 339| \\J239
Nursing services rnust include other nursing care - ,
as prescribed by the physiclan or as identified by Th.lb %”M \N().UNL “\ﬁ 6.
client needs. QA)\/MN\UA \DU\ . :
This STANDARD' is.not met as evidenced by:
Based on interview and record review, the
Licensed Practical Nurse (LPN)to ensure that
physician's arders were followed for one of one
client investigated. (Client #1)
The findings include:
1. The facility's nursing staff failed to transcribe a 1. The nursing staff will be re-trained | 2/28/08
medication order an the MAR for Client #1 as on administering treatment according to | &
prescribed by the PCP as evidenced by: the physician’s order/instruction. In | Ongoing;
) . addition, nurses will clarify orders with
Review of the nursing progress notes dated the PCP if instructions are unclear
January 7, 2008, on January 16, 2008 at . _ . .
approximately 8;15 AM revealed that Client #1 .Adc};tmnally th]e RN Sulzlcrwsor‘ Wﬂl;
had Stage Il pressure areas bilaterally on the conduct ~ regular record  reviews.
right wrist spreading up the arm towards the Reference response to W 322.
elbow measuring 3 x 4 cm on the inner aspect of
the wrist and measuring 11 x 3 cm on the outer
aspect 07 the wrist. Review of the physician's
telephone order dated January 14, 2008 revealed
that Client #1 was prescribed "Accuzyme
ointment to necroatic wound on right forearm and
wrist to debride eschar”. [See W322]
IRM CME-2587(02-59) Previous Versions Obsolals Evant ID:8YJY11 Facilty I0: 09G118 If continuation shaet Page 12 of 14
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W 339 | Continued From page 12 ‘W 339
2, [Cross Reference W322] The facility’s nursing 2. Reference response to
staif transeribed on Client #1's MAR and W322b,c&d
implemented dietary recommendations from the
nutritionist that were not prescribed by the PCP.
W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368| W3
The system for drug administration must assure ] ard will lbe med
that all drugs are administered in compliance with Thia Srownd

the physician's orders.

This STANDARD is not met as evidenced by:
Based on abservation, staff interview and record
review, the facility failed to ensure that
medications were given in compliance with the
physician's erders for ane of one dlient in the
investigation. (Client #1)

The finding includes:

On January 16, 2008 Client #1 was aobserved in
his bed lying on his left side. The client's right
right forearm was observed with multiple healing
areas, Review of the nursing progress notes
dated January 7, 2008 revealed that Client #1 had
Stage Il pressure areas bi-laterally on the right
wrist spreading up the anm towards the elbow
measuring 3 X 4 cm on the mner agpact of the
wrist and 11 x 3 em on the outer aspect of the
wrist,

Review of the physician's telephone order dated
January '[4, 2008 on January 18, 2008 at
approximately 8;:10 AM revealed that Client #1
was prescribed "Accuzyme ointment to necrotic
wound on right forearm and wrist to debride
eschar". In an interview with the Licensad

Practical Nurse (LPN) on January 16, 2008 at

aA evidnted 0y
/N will address PN s uwho

i . medicahfm q
?7\“ ﬁma?n%m%%ﬁ[‘o hysciadn’s
'

@'ﬂ:\&rs .

The nursing staff will be retrained on
2/28/08 on transcribing orders of!
medication and or treatment onto the’

The treatment was transcribed onto the:
MAR on 1/16/08 and was initiated on .
1/16/08 when the medication became
available. In addition the RN Supervisor-
will conduct regular oversight and
record review. (See attachment #4)

MAR as soon as the order is received. |

2/28/08 -
- Ongoing

IM GMS-2567 (02-99) Previoua Versions Obsalata

Event [3:3vJy11
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W 368 | Continued From page 13 W 368

approximately 8:55 AM it was acknowledged that
"Accuzyme ointment to necrotic wound on right
farearm and wrist to debride eschar " was nat
transcribed on Client#1's January, MAR and that
the cliert had not received the medication.
Review of the January, MAR on January 16,
2008 at approximately 9:00 AM revealed no
documented evidence that Client #1 had received
Accuzyre ointment to his necrotic wound on night
'| forearm and wrist in compliance with the’
physician's orders.

IRM CM3-2567(02-85) Previaua Versions Qbsolste Event ID:5YJY11 Facility 1D; 08G119 If continuation sheet Paga 14 of 14
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Survayer: 19076

The Health Regulation Licensing Administration
(HRLA) recelved a complaint via e-mailon
January 15, 2007 at approximately 6:16 PM from
the Department of Disability Services (DDS), The
complaint indicated that that Client#1 ' s health
and safely were at risk due to following:

a) Improper physician documantation;

b) Lack of transcription of Physical Therapy;

¢) Probable inadequate medical orders to treat
ulcers;

Due to the nature of this complaint, an
investigation was initiated on January 7, 2008.
The findings of the investigation were based an
client abservations staff and consultant
interviews, and review of client and administrative
records; including incident reports.

1180/ 3508.1 ADMINISTRATIVE SUPPORT 1180

Each GFIMRP shall provide adequate
administrative support to efficiently meet the
needs of the residents as required by their
Habilitation plans.

This Stailute is not met as evidenced by:;
Surveyor: 19076

Based on observation, interview and record
review, the GHMRP failed to ensure adequate
administrative support had been provided to
efficiently meet the needs for one of one resident
in the invastigation as required by their
habilitaticn plans. ( Resident# 1)

The findings include:

35081

T Stdwde will e onex ow
endonted o

2:\6:0%
ongeng

alth Regulation Administratlon

: an :
JORATORY DIRECTOR"S OR PRDVIDE??SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

Diredm Resiemkiad Secvices

(X€) DATE

2-J5.03

ATE FORM gaew 5YJY11
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1180/ Continu=d From page 1 ) 180
The facility's goveming body failed to have a
policy te ensure that physician's telephone ‘orders
were signed within 24 hours as required by local
regulation [Title 7, Subfitle D, Chapter 13 1 as
evidenced by the following:
1. Review of the physician's orders sheet (FOS) 1. a,b&e 2\S-0Q
on January 16, 2008 at approximaltely 8:10 AM Reference response to W 1@@{ oG

raevealed that Client #1 had several telephone
orders that had not been sighed by the facility's
Primary Care Physician (PCP) with-in twenty- four
(24) hours as documented below:

a. January 7, 2008:

-Primitlone 250 mg one tablet via gastric tube
every eight hours;

- Keppra 750 mg one tablet via gastnc tube
avery twelve hours;

-lron Sulfate 325 mg tablet fwice a day via
gastric ube

- Catapres 0.3 mg one tablet via gastric tube
twice a day (hold far systalic
pressure of less 110);

-Colace liquid 25mg (100ml.) via gastric tube
twice a day;

-Mupircein ointment 2% twice a day apply to
leslons;

-Lasix solution 4 ml. (40mg) via gastric tubs
daily;

-Muliti-vitamin tablet one via gastric tube;

alth Regul

ation Adminiztration

ATE FORM

GEER

5Y3Y11
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c. January 14, 2008;

Continued From page 2

~Tylenal solutiors 20_3 ml (650 mg) via gastric
tube every six hours PRN
(when ever necessary); and

- Fleets enema one rectally PRN if no bowel
movement in two days.

b. January 9, 2008;

 Discontinue Muliti-vitamin tablet one via
gastric fuba and start Stress
farmula with Zinc one tablet via gasfric tube ;

- Accuzyme ointment to necrotic wound on right
forearm and wrist to
debride eschar; and

-Curasol gel to all healthy tissue to promote
healing. '

The Licensed Practical Nurse (LPN) on January
16, 2008 at approximately 10:00 AM
acknowledged that the PCP had not signed
verbal telephone orders with-in twenty- four (24)
hours on January 7, 2008, January 9, 2008 and
January 14, 2008.

2. Cross Refer to W159. The govemning body's
Qualified Mental Retardation Professional
(QMRP) falled to ensure the coordination of
services for Resident #1.

3. Cross Refer to W 322. The governing body
failed to ensure that the facility's medical services
were provided in accordance with the needs of
Resident #1.

4. Cross Refer to W331, The governing body

1180

2.

Reference response to W 159

3.

4.

Reference response to W 322

Reference response to W 331 .

242609

ongelny
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1180 | Continued From page 3 1180
falled to ensure that the facility’s nursing staff
provided nursing services in accordance with the
needs of Resident #1. :
5. Cross Refer to W339. The governing body 5. Reference response to W 339
failed tc ensure that the facility's nursing services '
included other nursing care as prescribed by the
physicicin for Resident #1.
6. Cross Refer toa W36B. The goveming body 6. Reference response to W 368
falled to enstire that the facility's nursing staff
administered medijcations in compliance with the
physician's orders for Resident #1.
1230 3510.5(3) STAFF TRAINING 1230 STACC TRAINING .
. ' e ve will be me
Each training pragram shall include, but not be s g"—% & by:
lirnited to, the following: oS eniden
(9) Habilitation planning and implementation;
This Statute s not met as evidenced by:
Surveyor: 19076
The findings x.nclude: / ﬁlﬁ?
. s . - B v '—___‘__—-—-—-—_'—-——.____.,_ — b
1. Review of the physician's re-admission 1. Weekly weights were taken and:| Ongoing

telephone orders dated January 7, 2008, on
January 16, 2008 at approximately 9;05 AM
revealed that Resident #1 had an order to be
weighed weekly. The facilily's nutritionist's
assessment indicated that the resident had
sustained a significant weight loss and
recommended weekly weights. The assessment
revealed that the resident's Healthy Body Weight
(HBW) was 118-156 pounds, however since
November 2007 there had bsen a 22 pound
weight loss (110.9 Ibs on January 7, 2008, 118.4
Ibs in December, 2007 and 132 pounds in
November 2007). Review of the Weight/Blood

documerited on the weekly weight chart

located in the MAR. Weights were taken .
on 1/7, 1/12, 1/19, 1/26, 2/2, 2/9, 2/16
respectively. The weight loss was due to '
2 recent hospitalizations and surgery -
since 11/07. His current weight as of:
2/16/08 is 1122 lbs. The nutritionist,
nursitg and medical staff continue to

monitor his weight weekly.

alth Regulation Administration
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Coantinued From page 4

Pressurz Record dated January 7, 2008, on
January 18, 2008 at approximately 9:12 AM
revealed that Resident #1's last documented
weight was 110.9 pounds on January 7, 2008.
The facility’s Licensed Practical Nurse (LPN),
‘interviewed on January 16, 2008 at approximately
9:20 AM, acknowledged that Resident # 1 had
not been weighed since January 7, 2008. There
was no documented evidence that the resident
was weighed weekly as recommended by the
Primary Care Physician (PCP) and Nutritionist,

2. Cross Refer to W338.1 The facility failed to
ensure adequate fraining for the nursing staff on
transcribing medication orders on the Medicatlon

"| Administration Record (MAR) as prescribed by

the PCP for Resident#1.

3. Cross Refer to 339.2, The facility failed to
ensure adequate training for the nursing staff to
only transcribe orders that were prescribed by the
PCP for Resident#1 on the MAR.

4. Cross Refer to 339.3. The facility failed to
ensure adequate training for the nursing staff to
documnent on the MAR according to the
Priniciples of Nursing Documentation for
Resident #1,

5.Cross Refer to W368. The facility failed to
ensure adequate training for nursing staff to
ensyre that medications wete given In
;?mpliarce with the PCP's orders for Resident

3520.3 FROFESSION SERVICES: GENERAL
PROVISIONS

Professlonal services shall include both diagnosis
and evaluation, including identification of

) 230

2. Reference response to W 339.1:

3. Reference response to W 339.2
4., Reference response to W 322

5. Reference response to W 368
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developmental levels and needs, treatment
services, and services designed to prevent
deterioration or further lass of function by the _
resident,

. — . .r‘n a' as
This Statute is not met as evidenced by: Thee 5W will be
Surveyor: 19076 codoneed Byt

Based on nbservation, interview and record.
review the facllity's failed to directly assess
Resldent #1 upon re-admission to the facility from
a hospital stay, falled to address '
recommendations made by the medical
consultants for Resident #1; and failed fo specity
the speclfic pressure areas for the application of
the hydrocoiloid wound dressing; and failed to
specify the specific healthy tissue site(s) for the
application of the curasol gel treatment for one of
one resident In the investigation. (Resident #1)

The findings include:

Residani: #1 was admitted to a local hospital on
December 12, 2007 with admitting dlagnoses of
seizure cisorder and urinary tract infection (UTI).
The resident was discharged on Janvary 7, 2008
with diagnoses of seizure disorder, Urinary Tract
Infection (UTI), anernia, Bullous disease, and
alterations in fluids, electrolyteés and nutrition. The
physician failed to ensure that Resident #1
received appropriate quality care aRter his return
from the hospltal as evidenced by the following:

a) Interview with the Licensed Practical Nurse . : )
(LPN) on January 18, 2008 at approximately 8:50 a. Reference response tq W322a 2.26-0%
AM revezled that the Primary Care Physiclan , i ongong

(PCP) weis the resident's attending physician
while he was hospitalized. The LPN stated that
on January 13, 2008 (6 days after his discharge)
the PCP came to the facility to assess the

alth Regulallon Administrabon _
ATE FORM 8308 SYJY11 If continuation sheet B af 17




| There was no documentad evidence that the

records were reviewed, The records revealed
telephone admission orders, dated January 7,
2008, The telephone orders prescribed
Rasource 2.0 (one can daily at 7:00 AM. 11:00
AM, 4:00 FM and 8:00 PM). The records also
revesled a "Nutritional Re-admisslon Evaluation”
dated Jznuary B, 2008. The evaluation
recommended that Resident #1's gastric tube
feedings be increased to Resource 2.0, five cans
daily at 7:00 AM. 11:00 AM, 4:00 FM, 8:00 PM
and 12:00 midnight. Transcribed on the
resident's Medication Administration Record
(MAR) was Resource 2.0 (five cans daily at 7:00
AM. 11:0D AM, 4:00 PM, 8:00 PM and 12:00
midnight). The LPN, interviewed on January 9,
2008 at approximately 9:19 AM, acknowledged
that the resident started on Resource 2.0, five
cans daily at 7:00 AM. 11:00 AM, 4:00 PM, 8:00
PM and 12:00 midnight on January 9, 2008 at
4.00 PM. Aithough the LPN alleged that the
Primary Care Physiclan (PCP) was aware of the
added can of Resaurce, he did not change his
order on the physician's order sheet (POS).

PGP addressed the nutritionist * s
recommendation that Resident #1's gastric tube

feadings ba increased to. Resource 2.0, five cans
daily at 7:00 AM, 11:00 AM, 4:00 PM, 8:00 PM
and 12:0 midnight.

¢) On'January 16, 2008 between 8;11 AM and
9:21 AM Resident #1's medical and clinical
records were reviewed., The records revealed
telephone admission orders, dated January 7,
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resident; however, there was no evidence of his
assessment
k) On January 16, 2008 between 8:10 AM and b,c & d Reference r'esponsé_ to
9:18 AM Resident #1's medical and clinical W322b,c&d
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2008. The telephone orders prescribed an order

 to flush gastric tube with 30-60 m. of water

before and after each medication pass. Review
of the Nutritional Readmission Evaluation dated
January 8, 2008 revealed a recommendation to
increase water flughes to 200cc after each
feeding. The resident's MAR indicated that the
nurse started flushing the gastric tube with 200cc
of water on January 9, 2008 at 4:00, The facility's
1 PN, interviewed on January 8, 2008, at :
approximately 9:22, acknowledged that the
nursing staff was following the nutritionist
recommendation to flush with 200cc water after
aach ferding. Although the LPN alieged that the
Primary Care Physician (PCP) was aware of the
nutritionist recommendation, the physician did not
revise his orders reflect the increased to 200cc.

d) On.January 16, 2008 between 8:11 AM and
9:23 AM Resident #1's medlcal and clinical
records were reviewed. The records revealed
telephore admission orders, dated January 7,
2008. The telephone orders prescribed
Prosource 30 ml (daily mixed with 30 ml of water
via gastric tube), Review of the Nutritional
Readmission Evaluation dated January 8, 2008
revealed a recommendation for ane scoop of
Prosource Protein Powder three times a day,
mixed with 30 mi of water via gastric tube, The’
resident’s January 9, 2008 MAR indicated that the
nurse started administering one scoop of
Prosource Protein Powder three times a day
instead of once a day as ordered by the
physician. The LPN, interviewed on January 9,
2008 at approximately 9:24 AM, acknowledged
that Resident #1 was being administered
Prosource Frotein Powder three times a day.
According to the LPN, the PGP was aware of the
nutritionist recommendations but did not make
any changes 1o his order.
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e) Review of Resident#1's haspital Discharge
Summary dated January 7, 2008 on Japuary 16,
2008 at approximately 8:12 AM revealed that
Resident #1's discharge medications included
Lovenox 40 mg subcutaneously every day. This
medication was used as a prophyiaxis while in
the hospital. The LPN, interviewed on January
16, 2008 at approximately 8:30 AM,
acknowledged that the PCP did not order or
addressead the hospital's recommendation for the
Resident #1 to receive Lovenox 40 mg.
subcutareously every day.

f) Review of the LPN's nursing notes, dated
.January 7, 2007 at 4:00 PM revealed the
following description of Resident #1's pressure
ulcers:

Two Stage Il pressure areas on the right hip
measuring 3 x 4 cnm;

Stage Il pressure areas bisJaterally on the right
wrist spre:ading up the arm towards the elbow

measuring 3 x 4 cm on the inner aspect of the
wrist and 11 x 3 cm on the outer aspect of the
wrist;

Stage | pressure area on the left hip;

Five Stage | pressure areas on the left side of the
back measuring 2 x 2 cm;

Stage Il pressure areas on the left side of left
foot near the little toe measuring 2 x 2 cm;

Stage | and Stage Il pressure areas on the left
heel; '

Stage [ pressure on left knee;

| 401

e. Reference response to W 322 ¢ :

n.280%¥
L onﬂb\ﬂe

f. Reference response to

W 339 & W 322
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'| Review of the physician's re-admission telephons

Continued From page 9

Stage | pressure ulcer on left buttocks and

Stage | pressure area on the left hip.

orders dated January 7, 2008, on January 16,
2008 at approximately 8:15 AM revealed that
Resident #1 had an order for "hydrocolloid wound
dressing over pressure areas". Further review
revealed that the dressing was to be changed

every three days and PRN (when ever
necessary), The facility's Licensed Practical
Nurse (LPN), interviewed on January 18, 2008 at
approximately 8:30 AM acknowledged that
primary care physician did not specify the specific
pressure: areas for the application of the ‘
hydrocoliojd wound dressing treatment in his
telephone order. Additional the nurse failed to
clarify the order.

Review of the physician's telephone orders dated
January 14, 2008, on January 16, 2008 at
approximately 8:07 AM revealed that Resident #1
had an order for "curasol gel to all healthy fissue
to promote healing”, In an interview with the LPN
on January 16, 2008 at approximately 8:40 AM it
was ackrowledged that Resident #1's physician's
telephone orders did not specity the specific
healthy tissue site (s) to apply the curasol gel
treatment Thara was no evidence that the
physician's telephone orders specified the
specific healthy tissue site (s) for the application
of the curasol gel treatment. Additional the nurse
failed to clarify the order.

3521.1 HABILITATION AND TRAINING

Each GHIMRP shali provide habilitation and

training fo its rasidents to enable them to acquire

1 401
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and maintain those life skills needed to cope

more effectively with the dermands of their
environments and to achieve thair aptimutn levels
of physical, mental and social functioning.

This Statute is not met as evidenced by: The Satwe wil \eb'-
Surveyor: 19076 0% edl denced )

Based on observation, interview and record
review, the GHMRP failed to provide habilitation
and training to its residents that would enable
them to :acquire and maintain life skills needed to
cope with their environments and achieve
optimum levels of physical, mental and social
functioning for one of ane resident in the
Investigatlon. (Resident #1)

The findings include:

1. Cross Refer to W322,1. The QMRP failed to 1. Reference response to W 322.1 - 2:1608
coordinate services with the Interdisciplinary 0“6‘“"5’
Team (IDT) to ensure that Resident #1's Health '
Managernent Care Plan (HMCP)
recomme:ndation for a pressure mattress was
addressed as evidenced by:

On January 18, 2008, at approximately 7:40AM
Resident #1 was observed lying in bed on his left
side. Further abservation revealed that Resident
#1 did not have a pressure on his bed. (n an
interview with the Licensed. Practical Nurse (LPN)
on January 16, 2008 at approximately 8:10 AM it
was acknowledged that Resident #1 did not have
a pressule on his bed. Raview of Resident #1's
HMCP updated on January 7, 2007, on January
16, 2008, at approximately 8;00AM
recommended a pressure mattress for the client's
bed to assist in preserving skin integrity. Review
of the nursing progress notes dated January 7,

- ilth Ragulation Administration
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Continued From page 11

AM revealed Resident #1 had muiltiple decuitus

foot, left heel, left buttacks and left knee ranging

| from Stage | to Stage Ii. There was no evidence

that the resident had a pressure matiress on his
bed as racommended by the HMCP.

3522.4 MEDICATIONS

The Residence Director shall report any
irregularities in the resident ' s drug ragimens to
the prescribing physician.

This Statute is nat met as evidencead by:
Surveyor- 18076

Based on staff interview and record review, the
facility failed to ensure that any irregularities in
the drug regimen for one of one resident in the
investigation was repartad to the prescribing
physician. (Resident #1)

The finding includes:

Review cf the LPN's nursing netes, dated
January 7, 2007 at 4:00 PM revealed the
following description of Client #1's pressure
Ulcers: _

Two Stage Il pressure areas on the right hip
measuring 3 x 4 cm;

.Stage || Jressure areas bi-laterally on the right
wrist spreading up the arm towards the elbow
measuring 3 X 4 ¢cm on the inner aspect of the
wrist and 11 x 3 cm on the outer aspect of the
wrist; ’

Stage | pressure area on the left hip;

2008, on Januaty 16, 2008 at approximately 8:15

uleers o his hips, bi-faterally right wrist, back, left

!

420

473

72
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Five Stage | pressure areas on the left side of the
baok measuring 2 x 2 cm; :

Stage Il pressure areas on the left side of left
foot near the little toe measuring 2 x 2 emy;

Stage | and Stage [l pressure areas on the left
heel,

Stage | pressure on left knee;

Stage | pressure ulcer on left buttocks and

Stage | prassura area on the left hip.

Review of the physician's re-admission telephone
orders dated January 7, 2008, an January 18,
2008 at approximately 8:15 AM revealed that
Client#1 had an order for "hydrocalloid wound
dressing over pressure areas". Further review
revesled that the dressing was {o be changed

| every thrze days and PRN (when ever

necessaly). The facility's Licensed Practical
Nurse (LPN), interviewed on January 16, 2008 at
approximately 8:30 AM acknowledged that
primary care physician did not specify the specific
pressure areas for the application of the
hydrocolioid waund dressing treatment in his
telephone order. Additional the nurse failed to
clarify the: arder.

Review of the physician's felephone orders dated
January °'l4, 2008, on January 16, 2008 at
approximately 8:07 AM revealed that Client #1
had an order for "curasol gel to ail healthy tissue
to promote healing". In an interview with the LPN
on January 16, 2008 at-approximately 8:40 AM it
was acknowledged that Client #1's physician's
felephone orders did not speclify the specific
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healthy tissue site (s) to apply the curasol gel
treatment There was no evidence that the
physician's telephone orders specified the
speclfic healthy tissue site (s) for the application
of the curaso! gel treatment, Additional the nurse .
failed to clarify the order,
1 500 3523.1 RESIDENT'S RIGHTS 1500

Each GHMRP residence direcior shall ensure
that the rights of residents are observed and
protectecd in accordance with D.C. Law 2-137, this
chapter, and other applicable Distriet and federal
laws. :

This Statute is not met as evidenced by:
Surveyaor: 19076

Based or observation, interview and record
review, the Group Home for Persons with Mental
Retardation (GHMRP) failed to observe and
protect the rights of a resident, in accordance
with D.C. Law 2-137 (now Title 7, Chapter 13),
and this chapter.

The finding include:

Section 7-1305.05 (g). [Formerly 6-1965] The
facility faied to ensure the resident’s right to
receive prompt and adequate medical attention.

A, Revigw of the physician's orders sheet (POS)
on January 16, 2008 at approximately 8:10 AM
revealed that Resident #1 had verbal telephone
orders that had not been signed by the Primary
Care Physician (PCP) with-in twenty- four (24)
hours as avidenced below;

“Tha i\
QS,MQA)LC\W\CLA oy ~

1. January 7, 2008:

Snudie Wil e e
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-Primitione 250 mg one tablet via gasiric tube A. 1. Keppra 750mg & Colace 11qu1d Ongoing.

every gight hours;

- Keppra 7560 mg one tablet via gastric tube
every twelve hours;

-lron Sulfate 325 mg tablet twice a day via
gastric tube;

- Catapres 0.3 mg one tablet via gastric tube
twice & day (hold for systolic”
. pressure of less 11 0);

-Colace liquid 25mg (100ml.) via gastric tube
twice a day;

-Mupircein ointment 2% twice a day apply to’
lés]ons;

-Lasix solution 4 ml. (40mg) via gastric tube
daily;

-Muliti-vitamin tablet one via gastric tube;

-Tylenol solution 20.3 ml! (650 mqg) via gastric
tube every six hours PRN

(when ever necessary) and

- Fleets enema one rectally PRN if no bowel
movement in two days.

2. January 8, 2008;

- Discoritinue Muliti-vitamin tablet one via
gastric {ube and start Stress

formula with Zinc one tablet via gastric tube ;

3. January 14, 2008:

5ml & Catapress 0.3mg were started on:

1/7/08. They were available. Primidone

250mg, Tron Sulfate, Mupirocin:

ointment, Lasix 40mg, Multivitamin-
tablet .were all administered within 24

hours of admission. Tylenol and Fleet

“enema are PRN medications.
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]

2. Multivitamin discontinued on 1/9/08:
last dose given on 1/9/08 at 8§ am. New
.order on 1/9/08 for Stress Formula w/
Zinc 1 tab daily per g-tube was started
on 1/10/08 at 8 am.
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- Accuzyme olntment to necrotic wound on right 3. The Accuzyme Ointment was: | Ongoing
forearm and wrist to initiated on 1/16/08 as soon as the .
debrid2 eschar and : treatment atrived at the facility. The |
. nursing staff will ensure that there will
-Curasol gel to all healthy tissue to promote be no delay in the administration of

li o A .
healing, medication, treatment or service to the'

Review of Resident #1's hospital Discharge client. Also reference response to
Summary dated January 7, 2008 on January 16, W 104.
2008 at approximately 8:12 AM. revealed that
Resident#1 was admiited to the hospital on
December 12, 2007 with admitting diagnoses of
seizure disorder and UTI. Resident#1's : ]
discharge diagnoses on January 7, 2008 included !
anermia, Bullous disease and alterations in
fluids, electrolytes and nutrition. [ an interview
with the l_icensed Practical Nurse (LPN) on
_| January 16, 2008 at approximately 1000 AM it g
was acknowledged that the PCP had not signed _ { _
|
I

his verbal telephone orders with-in twenty- four
(24) hours on January 7, 2008, January 9, 2008
and Janvary 14, 2008,

There was no documenied evidence that the
PCP had signed the verbal telephone orders
with-in twenty- four (24) hours. '

_—
B. Resident#1 was admitied to a local hospital B. Reference response to W 322 a 2.2%.0%
on December 12, 2007 with admitting diagnoses o NOOIA
of seizure disorder and urinary tract infection ' : ™ 7
(UT1). The resident was discharged on January i
7, 2008 with diagnoses of selzure disorder,
Urinary Tract Infection (UTI), anemia, Bullous !
disease, and alterations in fiulds, electrolytes and
nutrition. The physician fafled to ensure that
Resident #1 received appropriate quality care
after his return from the hospital as evidenced by
the foliowing: '

2) Inferview with the Licensed Practical Nurse
(LPN) on Japuary 16, 2008 at appraximately 8:50

alth Regulation Adminiztration : _
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AM revealed that the Primary Care Physician
(PCP) was the resident's attending physician
while he was hospitalized. The LPN stated that
on Januzry 13, 2008 (6 days after his discharge)
the PCP came to the facility to assess the client;
however, there was no evidence of his
assessment.
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